









This is anBehavioral Counseling in Primary Care
Perspectives in Enhancing the Evidence Base
Susan J. Curry, PhD,1 Robert J. McNellis, MPH, PA2Behavioral risk factors such as tobacco and alcoholconsumption, poor diet, and insufﬁcient physicalactivity contribute substantially to the burden of
premature morbidity and mortality in the U.S.1,2 Primary
care providers are respected, credible professionals who
can play an important role in motivating and encoura-
ging behavior change. Fulﬁlling this potential requires
effective behavioral counseling interventions (BCIs) that
are feasible to integrate with or refer to from the primary
care setting. The U.S. Preventive Services Task Force
(USPSTF or Task Force) is an important resource for
identifying interventions in this regard.
The USPSTF is an independent, volunteer panel of
national experts in prevention and evidence-based med-
icine. The Task Force works to improve the health of all
Americans by making evidence-based recommendations
about clinical preventive services such as screenings,
preventive medications, and counseling services. In
developing these recommendations, the Task Force holds
itself to the highest methodologic standards. Recognizing
its rigor and independence, the Affordable Care Act of
2010 requires insurers to provide ﬁrst-dollar coverage of
all preventive services that have been recommended and
given a grade of “A” or “B” by the USPSTF. As of this
writing, the Task Force has 11 recommendations or
statements related to BCIs (Table 1).
Motivated by the goal of optimizing the evidence base
for BCI recommendations, the USPSTF convened a BCI
Expert Forum in November 2013 in Bethesda MD. This
forum brought together experienced behavioral counsel-
ing researchers, senior leaders in NIH and CDC, mem-
bers of the USPSTF, and senior members of the Agency
for Healthcare Research and Quality (AHRQ) team
supporting the USPSTF. Forum participants sought to
develop actionable recommendations both to enhance
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Participants discussed acceptable standards of evidence
for BCIs, types of BCIs relevant to the primary care
setting, and research priorities based on gaps identiﬁed in
USPSTF evidence reviews. In this journal supplement,
forum participants and other colleagues report and
expand on the forum discussions and provide sugges-
tions for the ﬁeld.
Perspectives from the BCI Expert Forum are presented
in the ﬁrst four papers of this special issue. Curry and
Whitlock describe the USPSTF’s methods for developing
BCI recommendations and note the ways in which the
evidence base can be insufﬁciently detailed to make a
recommendation.3 For example, there is often a lack of
clarity and deﬁnition regarding study populations, BCI
components and intensity, feasibility of performing a
BCI in a primary care or primary care referable setting,
adverse effects of the intervention, behavioral outcome
measures used, and links between behavior change and
health outcomes.
To improve the evidence on the feasibility of perform-
ing a BCI in a primary care or primary care referable
setting, Krist and colleagues4 recommend that research-
ers use frameworks that can better inform dissemination
and implementation efforts, such as the Template for
Intervention Description and Replication (TIDiER);
Reach, Effectiveness, Adoption Implementation, and
Maintenance (Re-AIM); and the Pragmatic–Explanatory
Continuum Indicator Summary (PRECIS).
McNellis et al.5 delve more deeply into the challenges
associated with meeting the USPSTF’s standards of
evidence for assessing the net beneﬁt of BCIs. They note
the difﬁculty of linking behavior change with health
outcomes due to the long time frames involved, the
USPSTF’s focus on asymptomatic people, and insufﬁ-
cient evidence on the harm of BCIs. Further, they note
the difﬁculty of synthesizing evidence on BCIs due to the
great heterogeneity in studied populations, interventions,
settings, and outcomes. They recommend both further
discussion on the evidence standards for BCIs and clear
communication about the evidence challenges to ensure
the transparency of recommendations.
Finally, Kurth and colleagues6 explain how research
gaps have led the USPSTF to issue “I” statements in areasvier Inc.
://creativecommons.org/licenses/by-nc-nd/4.0/).
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Table 1. USPSTF Recommendation Statements on Behavioral Counseling Interventions
Topic RS year Current grade
Healthful Diet and Physical Activity to
Prevent Cardiovascular Disease in At-Risk
Adults
2014 B: The USPSTF recommends offering or referring adults who are overweight or
obese and have additional cardiovascular disease (CVD) risk factors to
intensive behavioral counseling interventions to promote a healthful diet and
physical activity for CVD prevention.
Primary Care Behavioral Interventions to
Reduce Illicit Drug and Nonmedical
Pharmaceutical Use in Children and
Adolescents
2014 I: The USPSTF concludes that the current evidence is insufﬁcient to assess
the balance of beneﬁts and harms of primary care–based behavioral
interventions to prevent or reduce illicit drug or nonmedical pharmaceutical
use in children and adolescents. This recommendation applies to children
and adolescents who have not already been diagnosed with a substance
use disorder.
Primary Care Interventions to Prevent
Tobacco Use in Children & Adolescents
2013 B: The USPSTF recommends that primary care clinicians provide
interventions, including education or brief counseling, to prevent initiation
of tobacco use in school-aged children and adolescents.
Screening & Behavioral Counseling
Interventions in Primary Care to Reduce
Alcohol Misuse
2013 B: USPSTF recommends that clinicians screen adults aged 18 years or older
for alcohol misuse and provide persons engaged in risky or hazardous
drinking with brief behavioral counseling interventions to reduce alcohol
misuse.
I: The USPSTF concludes that the current evidence is insufﬁcient to assess
the balance of beneﬁts and harms of screening and behavioral counseling
interventions in primary care settings to reduce alcohol misuse in
adolescents.
Behavioral Counseling to Prevent Skin
Cancer
2012 B: The USPSTF recommends counseling children, adolescents, and young
adults aged 10–24 years who have fair skin about minimizing their exposure
to ultraviolet radiation to reduce risk for skin cancer.
I: The USPSTF concludes that the current evidence is insufﬁcient to assess the
balance of beneﬁts and harms of counseling adults older than age 24 years
about minimizing risks to prevent skin cancer.
Healthful Diet and Physical Activity for
Cardiovascular Disease Prevention in
Adults
2012 C: Although the correlation among healthful diet, physical activity, and the
incidence of cardiovascular disease is strong, existing evidence indicates
that the health beneﬁt of initiating behavioral counseling in the primary care
setting to promote a healthful diet and physical activity is small. Clinicians
may choose to selectively counsel patients rather than incorporate
counseling into the care of all adults in the general population.
Screening for and Management of
Obesity in Adults
2012 B: The USPSTF recommends screening all adults for obesity. Clinicians
should offer or refer patients with a BMI of 30 or higher to intensive,
multicomponent behavioral interventions.
Screening for Obesity in Children and
Adolescents
2010 B: The USPSTF recommends that clinicians screen children aged 6 years
and older for obesity and offer them or refer them to comprehensive,
intensive behavioral intervention to promote improvement in weight status.
Counseling & Interventions to Prevent
Tobacco Use and Tobacco-Caused
Disease in Adults & Pregnant Women
2009 A: The USPSTF recommends that clinicians ask all adults about tobacco use
and provide tobacco-cessation interventions for those who use tobacco
products.
A: The USPSTF recommends that clinicians ask all pregnant women about
tobacco use and provide augmented, pregnancy-tailored counseling for
those who smoke.
Behavioral Counseling to Prevent STIs 2008 B: The USPSTF recommends high-intensity behavioral counseling to prevent
STIs for all sexually active adolescents and for adults at increased risk for
STIs.
I: The USPSTF concludes that the current evidence is insufﬁcient to assess
the balance of beneﬁts and harms of behavioral counseling to prevent STIs
in non–sexually active adolescents and in adults not at increased risk for
STIs.
Counseling to Promote Breastfeeding 2008 B: The USPSTF recommends interventions during pregnancy and after birth
to promote and support breastfeeding.
RS, recommendation statement; STIs, sexually transmitted infections; USPSTF, U.S. Preventive Services Task Force.
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action includes disseminating criteria used by the
USPSTF Evidence-Based Practice Centers to review
BCIs, discussing BCI-related research gaps in the
USPSTF’s annual report to congress, annual reporting
by the NIH to the USPSTF on progress made to address
“I” statements, and consideration by the Patient-
Centered Outcomes Research Institute, AHRQ, other
funders, and researchers of BCI-related evidence gaps
noted by the USPSTF.
Addressing the challenges outlined in the four papers
described above beneﬁts from collaboration among
Federal partners, researchers, and guideline developers.
Perspectives from Federal partners and their collabora-
tors are presented in two papers. The ﬁrst, by Murray
et al.,7 describes current processes to coordinate the
efforts of the USPSTF, AHRQ, and NIH; highlights the
challenges of merging evidence-based traditions across
disciplines; and suggests roles for researchers and
professional societies to give the USPSTF the evidence
it needs to make clear recommendations. The second
paper, by Grossman and Elder,8 explores the opportu-
nities for greater alignment between the USPSTF and the
Community Preventive Services Task Force as health-
care and public health systems become increasingly
aligned.
The last four articles in this supplement9–12 provide
perspectives from the research community on how
scientiﬁc societies and behavioral counseling research-
ers can help to improve the evidence base for national
clinical guidelines around BCIs. Alcántara and collea-
gues9 provide a vision from the leadership of the Society
of Behavioral Medicine for increased coordination
between scientiﬁc societies and organizations invested
in preventive medicine to promote the development of
high-quality evidence in the ﬁeld of behavioral medi-
cine. The authors outline ﬁve strategies to achieve this
aim:1.Sepestablishing an infrastructure for high-quality clinical
trials in behavioral medicine;2. promoting awareness of USPSTF evidence standards
and effective trial designs for widespread adoption of
interventions in practice;3. establishing quality control and quality improvement
procedures for training and identifying qualiﬁed
behavioral counseling providers;4. conducting systematic research on how to faci-
litate appropriate integration of primary care prac-
titioners in the delivery of or referral to BCIs; and5. pioneering methodologic innovations and disruptions
that capitalize on current healthcare transformation.tember 2015In the last three papers,10–12 lead investigators of
three studies included in the evidence reviews for
recently published USPSTF behavioral counseling
guidelines describe in greater detail the design and
implementation of their studies and provide insights
on lessons learned for future research. Authors also
assess their studies along ten domains of pragmatism
using the PRECIS tool, ranking each aspect of the
study along a continuum from highly pragmatic
(effectiveness trials) to highly explanatory (efﬁcacy
trials). These articles also provide suggestions for how
researchers may more effectively design BCI trials in
the future to increase the likelihood of having their
studies cited in USPSTF evidence reviews for preven-
tive health services.
Ludman and Curry10 focus their review on a study
that informed the 2013 USPSTF recommendation on
screening and intervention for alcohol misuse. They
noted that the study included both explanatory and
highly pragmatic features, and outlined three key
components for the design and implementation of
effective primary care–based studies: realistic recruit-
ment and training of providers to ﬁt their schedules,
implementation of pre-visit screenings to ensure pro-
viders know who and what to counsel in advance, and
efﬁcient intervention delivery using a team-based
approach. Pbert et al.11 discuss the design and imple-
mentation of a pragmatic trial cited in the 2013
USPSTF recommendation on Primary Care Interven-
tions to Prevent Tobacco Use in Children and Adoles-
cents. To increase the likelihood of being included in
USPSTF evidence reviews, the authors suggest fellow
researchers identify the objective of a study early to
determine whether a pragmatic or explanatory design is
warranted, design the study in the setting where the
intervention will ultimately be delivered in clinical
practice, engage the providers and patients of interest
in the intervention design and delivery, and plan
carefully for study participant recruitment and reten-
tion. Finally, Rosas and colleagues12 focus on their
recently completed trial, Evaluation of Lifestyle Inter-
ventions to Treat Elevated Cardiometabolic Risk in
Primary Care. They classify this study as highly prag-
matic, with a high potential for widespread adoption of
study results into primary care practice. Based on this
evaluation, the authors suggest that to successfully
design and implement pragmatic trials, research teams
should use the PRECIS framework during trial design
and engage key stakeholders and transdisciplinary
teams throughout all phases of the research process,
with a speciﬁc focus on scalability and sustainability
across patient groups and intervention settings.
Curry and McNellis / Am J Prev Med 2015;49(3S2):S125–S128S128BCIs have the potential to relieve a signiﬁcant portion of
the health burdens that afﬂict people, families, and com-
munities in the U.S. Together, the perspectives presented in
this journal supplement provide important guidance for
researchers, funders, and professional societies to address
research gaps and better coordinate their activities to fulﬁll
this potential.
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